Defining cost, quality, and external monitoring Although there are many definitions of "quality of care", I will adhere to the suggestion of a recent report from the Institute of Medicine which defined it after considerable study1 as "the degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge."2 This definition has several attributes which commend its use. Firstly it expresses the concept of a measurement of scale, thus distinguishing it from those definitions where only the attributes of ideal care are described.3 The term "health services" establishes a broad scope of relevance, and the word "likelihood" expresses a recognition that the relations between processes and outcomes are probabilistic and not deterministic. A marked distinction with definitions more commonly used in Britain4 is the absence of the concept of equity. This restricted notion has tended to separate the gross problems of access to care in the United States from debates about quality. Although it is a central tenet of the British system that health care should be delivered equally to all according to need, the concept of quality in the United States is restricted to considering the attributes of care that is provided rather than broader considerations of the system in which it is delivered.
Thus the gross failure to provide access to health care for all Americans in the United States, the system for the Medicare population is the most developed. (Medicare is the federal system for paying for health care for those aged over 65 years.) The review system is founded on state based Peer Review Organisations which are independent quality review organizations that contract with the Health Standards and Quality Bureau, a branch of the Health Care Financing Administration which administers Medicare.2 There are currently 54 Peer Review Organisations, representing each of the states plus the District of Columbia; Puerto Rico; the Virgin Islands; and a combined area of American Samoa, Guam, and the Commonwealth of Marianas. To be able to contract with the Health Care Financing Administration, the Peer Review Organisation must be composed of at least 10% of the physicians in the area that it serves or have at least one physician in every recognised specialty. Although they are independent private organisations, the process of contracting for activity with the Health Care Financing Administration is relatively rigid and the Peer Review Organisations essentially have the scope of their activities dictated to them by the Health Care Financing Administration.
The Peer Review Organisation programme evolved out of the former Professional Standards Review Organisations, which had superseded the Experimental Medical Care Review Organisations."-14 From its inception, the Professional Standards Review Organisations' programme was plagued by a conflict of expectations between Congress, which intended it to have an effect on cost containment by reducing inappropriate use, and the federal executive and the medical profession which emphasised the opportunity to improve quality of care through review of effectiveness.`1 ' The technical capacity required to undertake the expected evaluations was considerable and necessitated a compromise between political expectations of immediate impact and an academic need for a considered development of measurement methods.'8 One of the original architects of the programme noted that if these conflicts were not resolved, "new legislative approaches will be developed that are based more on the frustrations of the public and Congress with health care delivery in general than on documented improvements needed in peer review."'9 As the Professional Standards Review Organisations' programme was eventually reorganised because of its failure to demonstrate an effect on overall cost,20 this prediction seems to have been highly accurate.
In response to the reported problems of the programme-,2 the federal government instituted changes in the way peer review and quality assurance efforts were organised in a series of legislation changes that brought about the transformation of the Professional Standards Review Organisation into the Peer Review Organisation programme.'4 The key changes were that there was expanded eligibility for different organisations to become Peer Review Organisations, a reduction of the number of organisational areas from 190 to 54, the start of funding through contracts rather than grants, and a requirement that the organisations specify objectives to be achieved over the two 
Conclusions
This brief description of the various external quality monitoring organizations in the United States has concentrated on the larger and more prominent systems, to which must be added numerous groups representing nongovernmental purchaser organisations and consumer bodies. As the Pepper Commission noted, the current system is "a mixture of public and private mechanisms that have developed along separate paths. The result is jurisdictional competition for turf, suspicion about motives, and questions about the sources and validity of criteria, standards, and data."53 However, the system is not static and its evolution is currently being modified by several pressures for change, which together will determine its ultimate direction. The subsequent paper describes five of these pressures: the balance between internal and external quality improvement, the policies of large corporate purchasers, the strength of criticism of the existing systems, the role of the consumer in quality improvement, and the question of national health care reform. Washington 
